is a dermoid cyst. Is it possible that this cyst is a sequestration dermoid ? Dermoids usually occur in situations where coalescence takes place between cutaneous surfaces. Dermoids of the face are not uncommon, but are most frequently found in connexion with the nose, orbit or cheek. Bland-Sutton describes various imperfections associated with the failure of union of the two halves of the mandibular process and it seems to me that this cyst may possibly belong to this category and represent a dermal sequestration. I put forward the suggestion tentatively, however, for I cannot prove it by histological evidence and I rely only on the presence of a hair discovered after the operation, but, by inference, present originally in the cyst itself. Whether this diagnosis be accepted or not the tumour is still one of considerable interest and rarity.
is a dermoid cyst. Is it possible that this cyst is a sequestration dermoid ? Dermoids usually occur in situations where coalescence takes place between cutaneous surfaces. Dermoids of the face are not uncommon, but are most frequently found in connexion with the nose, orbit or cheek. Bland-Sutton describes various imperfections associated with the failure of union of the two halves of the mandibular process and it seems to me that this cyst may possibly belong to this category and represent a dermal sequestration. I put forward the suggestion tentatively, however, for I cannot prove it by histological evidence and I rely only on the presence of a hair discovered after the operation, but, by inference, present originally in the cyst itself. Whether this diagnosis be accepted or not the tumour is still one of considerable interest and rarity. THE patient was a man, aged about 45, whom I saw in January, 1923, at the request of Mr. Marston, of Clapham. There was a swelling in the palate on the right side opposite the first molar tooth, though this had been extracted previously. Fluctuation was present and a ring of bone around the fluctuating area could be felt. I judged that an area of bone about the size of a shilling had been absorbed. The molars in the upper jaw on that side had been extracted. The patient gave me the following history: the swelling in the palate was noticed for the first time in the beginning of December, 1922. He then began to suffer pain in the first upper molar, which was tender to bite upon. A swelling developed in connexion with the tooth and burst apparently through the cervical margin. The patient described the disebarge as a thick, viscid fluid. The 6 was extracted but without effect on the swelling in the palate. Later the 7 was extracted; there was a discharge through the socket, but this healed up and the swelling in the palate had reaccumulated. Except for the tenderness in the first molar the patient had had no pain. The sockets were completely healed when I saw the patient, and the external alveolar plate was not expanded or tender. I thought that probably the swelling was a dental cyst which had suppurated. He was anxious to hove the swelling opened, so under local anesthesia I made an opening through the palate in the centre of the fluctuating area. There was a gush of yellow, glairy fluid. There was no odour and nothing to suggest that there had been suppuration. The opening was enlarged to correspond with the area of bone absorbed. I found that the cavity was a very large one and seemed to occupy a considerable part of the maxilla. It was evident from its size that the antrum had been displaced and must have been reduced to a slit, though still existent, for there had never been any discharge through the nose. On examining the cavity with a strong illumination I saw a whitish body projecting from the outer wall of the cyst opposite to the first or second molar region. I seized it with a pair of forceps and it came away easily. It proved to be a small conical supernumerary tooth of the type not uncommon in the maxillary molar region. The root was embedded in the wall of the cyst but the crown was free and not covered by tissue. I did not make any attempt to curette the cyst or to remove the lining membrane as I feared that I might open into the nasal cavity in so doing. Mr. Marston made a plate to cover the palate with a plug of vulcanite just projecting into the opening to keep it patent. I saw the patient three weeks later. He was syringing out the cavity several times a day and had been quite comfortable. I syringed the cavity myself and found that the fluid was returned quite clean and that it did not enter the nose. With the plate out the patient's voice had a hollow timbre, but with the plate in it was normal. I have seen the patient at intervals since and he has been quite free from pain or discomfort. He syringes out the cavity himself and states that the fluid is returned clean. There is no doubt that the cavity is gradually getting smaller.
The cyst was so large that I wondered after the operation if I had done rightly in tackling it in so limited a way, so I took the patient to see Mr. Cleminson, Assistant Laryngologist to the Middlesex Hospital. His opinion was that the result was a good one and that it was inadvisable to do anything further so long as the patient remained comfortable. The possibility of a dentigerous cyst arising in connexion with a supernumerary tooth has been recognized but is rare. Gabell, James and Payne in their "Catalogue of Odontomes" state that four such cases have been described in connexion with supernumerary teeth. Whether we regard the dentigerous cyst as a tumour arising de novo in connexion with an unerupted tooth or a tooth supernumerary to the normal series, or whether we accept the view put forward by Mr. Sprawson that a dentigerous cyst is only a dental cyst which has secondarily invaded an unerupted tooth by extension, is still unsettled. In either case this cyst is, I think, sufficiently unusual to be worth placing on record.
